A 72 year old man developed idiopathic hypoparathyroidism. The condition spontaneously resolved which, to our knowledge, has not been previously described. Causes of fluctuating hypocalcaemia are outlined and their possible relevance to our patient discussed.
Introduction
Idiopathic hypoparathyroidism is a rare condition (incidence approximately 0.02%)' which may occur as an isolated disorder or as an autoimmune condition in association with diminished or absent function of other endocrine glands. The onset of isolated idiopathic hypoparathyroidism may be at any age up to the eighth decade2 and it is present life-long. Recovery of parathyroid function has not been previously described, autopsy of these patients showing the parathyroids to be absent, rudimentary, atrophic or replaced by fat.3'4 A case of idiopathic hypoparathyroidism is presented in a 72 year old man, which over 2 years appears to have spontaneously resolved.
Case report
A 72 year old retired green keeper of Irish origin presented in 1985 with a 2-month history ofgeneral malaise and tiredness and a 2-week history of intermittent paraesthesia in his left hand. Three weeks previously he had had an episode of colicky abdominal pain and vomiting which had resolved.
He had a dislocation ofC4/5 vertebrae following a fall 2 years previously, treated by anterior fusion. He was not on medication, took no vitamin supplements and had no family history of endocrine disorders. His daily vitamin D and calcium intakes were 2.2 ftg and 490 mg, respectively.
On examination he was obese with positive Trousseau and Chvostek's signs. There was no moniliasis, cataracts or papilloedema. The metacarpals were normal. He had a blood pressure of 170/1 10 mmHg.
The initial investigations are detailed in Table I . The plasma cyclic AMP response to intravenous parathyroid hormone (PTH) infusion was studied using the protocol of Tomlinson et al.7'8 The result was within normal limits ( Figure 1) .
Full blood count, erythrocyte sedimentation rate, urea and electrolytes, liver function tests, gamma-glutamyl transpeptidase and immunoglobulins were all normal. Parietal cell, mitochondrial, smooth muscle, reticulin, thyroid microsomal, thyroglobulin and antinuclear antibodies were all absent.
An electrocardiograph showed sinus rhythm with an old anterior infarct and no prolonged QTc. A chest radiograph was normal and radiograph of his hands showed degenerative changes only; a skull radiograph showed some calcification in the choroid plexus. '4 proposed the following criteria for diagnosis ofhypoparathyroidism: hypocalcaemia and hyperphosphataemia, with normal renal function; signs and symptoms of tetany, in the absence of alkalosis; and negative radiological findings (to exclude osteomalacia and rickets). The low or normal PTH levels and brisk response of cAMP excretion to i.v. PTH established in our patient that he did not suffer from pseudohypoparathyroidism,7'8 a condition in which fluctuations of the plasma calcium in and out of the normal range can occur. Unlike the patient we describe, these patients have an elevated plasma PTH level and in the type I syndrome do not show the normal increase in cAMP production after i.v. PTH.
To our knowledge, spontaneous resolution of adult onset idiopathic hypoparathyroidism has not been previously described. However, patients with pseudohypoparathyroidism,'5 congenital hypoparathyroidism'6"7 and hypoparathyroidism secondary to thyroid surgery'8"9 may have fluctuating calcium levels, hypocalcaemia occurring only at times of greater calcium demands.
In congenital hypoparathyroidism, complete recovery may sometimes occur within a few months.202' However, some workers have speculated that this recovery may represent a compensated form of hypoparathyroidism, rather than true resolution. Bainbridge (1960) .'9 Smith studied 14 patients post-thyroidectomy, 9 of whom had low normal calcium levels not requiring treatment. However, with calcium deprivation (induced by sodium phytate and a low calcium diet), 7 of the 9 became hypocalcaemic, a response not seen in normals. Our patient had had an anterior fusion of his cervical spine 2 years before presentation using the technique described by Robinson and Riley.23 '24 However, this operation, which was uneventful, involved unilateral fixation at C4-5. It is rare ( <1 %) to have less than 4 parathyroid glands and their anatomical location shows considerable constancy,25 usually with symmetrical distribution,26 making damage to all glands unlikely.
Hypoparathyroidism is typically associated with a normal 25 hydroxyvitamin D with a low 1,2527 due to reduced activity of 1 a hydroxylase secondary to PTH deficiency.28 Increase in plasma 25 hydroxyvitamin D levels following sun exposure is well established,29 30 but not relevant to our patient.
In conclusion, we describe the first case of idiopathic hypoparathyroidism which to our knowledge has spontaneously resolved, the patient being asymptomatic off all treatment. Causes of fluctuating hypocalcaemia have been discussed and do not appear to be applicable to our patient.
